Dr. Overton's case we have decided hypercholesterolkmia, and surely one of the aims of treatment ought to be to diminish the cholesterol in the blood and keep it down fairly to normal. Not only that, but the patient is fat, with a history of diabetes in the family. She surely ought to keep her weight down and keep herself in as good general condition as she possibly can.
The cardiovastular system in these cases should be specially considered; the patients may die of cardiovascular xanthomatosis or atheroma. A man with xanthomatosis very like that of Dr. Overton's patient recently told me that his brother had had the same xanthomatosis as he had, but had got better without any treatment. However, the brother had had to have amputation for ischxmic: gangrene (probably due to atheromatous obstruction) of one foot. One of our colleagues had similar cutaneous xanthomata at the elbows and got better for a time, but then suffered from intermittent claudication of the legs, which was found to be due to atheroma (atherosclerosis) at the lower end of the aorta.
The dietetic treatment should be such as, if possible, to avoid hypercholesterolkemia, and there is no reason why, if a patient is being treated in that kind of way, small minimal doses of thyroid should not also be given a trial.
Purpura with Capillary Fragility.-H. W. BARBER, F.R.C.P., and J. D. EVERALL! M.R.C.S., L.R.C.P. (Case-history by Dr. Barber.) N. J. R., aged 23. Formerly Able Seaman. 30.11.45: His eruption, which still persists, had been present for three months and had appeared first on the arms. In childhood he had been subject to tonsillitis, and his tonsils had been removed seven years previously. He had been given a course of penicillin injections (one injection daily) after which the eruption cleared almost entirely from the chest and partly from the back. Investigations: Hb 100%; R.B.C. normal; W.B.C. 15,400; Platelets 200,000; Bleeding time 3 mins.; Clotting time 6 mins.
At that time, therefore, there was a considerable leucocytosis, the platele count was at the lower limit of normality, the bleeding-time was about normal, and the clotting-time, was slightly prolonged.
The eruption, which was widespread, involving the trunk and limbs, bore a striking resemblance to Schamberg's disease and to that provoked uniquely by adalin. It was, however, much more purpuric than these eruptions. I suggested that it might be due to a latent hemolytic streptococcal infection, and that a course of penicillin injections in full doses should be given.
In my absence, the patient was seen by Dr. Allan Yorke, 21.6.46. Investigations for a hmmolytic streptococcal infection proved negative. A second course of penicillin (30,000 units five times daily for five days) again cleared the eruption on the chest, abdomen and back, but the arms were unaffected. Dr. Yorke noted the resemblance to Schamberg's disease, but compared the case with those seen in the Army in which a purpuric eruption, associated with marked capillary fragility, was apparently provoked by contact with the uniform. Patch-testing with his uniform, pyjamas and blankets, however, proved negative.
I saw him again myself on 3.10.46 and concluded that the eruption resembled Schamberg's disease more than anything else. As regards alternative diagnoses: Hutchinson's "infective angeioma" or angeioma serpiginosum, of which I showed a beautiful example in a child some years ago, is clearly, I think, a nmvoid condition;
Majocchi's disease begins on and is usually confined to the legs, and some atrophy is often a sequel to it; Gougerot and Blum's "Pigmented purpuric lichenoid dermatitis" is a diagnosis I have never made, but in our patient there are no lichenoid papules.
The most remarkable feature is the capillary fragility so that purpuric spots may be readily produced on the forearm by compressing the upper arm at a pressure of 100 mm.Hg or by pinching the skin. I have not personally investigated undoubted cases of Schamberg's disease from this point of view.
Dr. Allan Yorke: About a year ago I saw two similar cases. The first was a young man who developed this eruption on the legs after the removal of teeth for apical abscesses. Further extractions were followed by an exacerbation involving the extremities and trunk. Culture from the sockets yielded hmmolytic streptococci. He was treated with penicillin intramuscularly and the condition cleared.
The second patient was a young girl with a clear history of recurrent sore throats and malaise. A culture from the tonsils revealed himolytic streptococci. She was successfully treated by tonsillectomy, and then by penicillin (lozenges and intramuscularly). We took further cultures from the excised tonsils and they too yielded himolytic streptococci.
Thus in two cases hemolytic streptococci were demonstrated. I believe that some of these cases may be allied to subacute bacterial endocarditis. Franks doubts whether the flea-bitten kidney found in this condition is due to emboli. He implies that the capillaries become unduly permeable under the influence of an infecting agent, and suggests that it is a capillary toxicosis; possibly the cutaneous capillaries also may become permeable under the influence of an infecting agent.
Dr. F. Parkes Weber: I believe that this is an example of a condition which I was one of the first to describe-telangiectasia macularis eruptiva perstans. But the present case is one of the rare examples in males of early middle age. Such a case was described by Sir William Osler under the heading "Telangiectasis Circumscripta Universalis" in a man who had epistaxis (see F. Parkes Weber, "Osler's Telangiectasis Circumscripta Universalis", Internat. Clinics, 1931, series 41, 2, 131).
Pigmented Purpuric Lichenoid Dermatitis of Gougerot and Blum.-E. W. PROSSER THOMAS, M.D., and ARTHUR ROOK, M.R.C.P. Ronald S., schoolboy, aged 13. The youngest of 5 children all of whom are healthy. Apart from measles, chickenpox and whooping cough he has always been fit.
About six months ago he first noticed a group of "small dry pimples" just above and anterior to the left internal malleolus. There was some irritation in the area at first blit there has been none since then. The original papules gradually coalesced to form a plaque. New papules have continued to appear in irregular groups both in the neighbourhood of the original plaque on the anterior aspect of the leg, and in a new area on the medial aspect of the leg. The papules everywhere tend to coalesce into plaques, which by the confluence of papules at their periphery, extend to fuse with other plaques.
On examination.-The skin lesions are in two groups on the anterior and medial aspects of the left leg, just above the level of the malleoli. They consist of slightly raised shiny lichenified plaques of irregular outline. The largest plaque measures 2j in. at its greatest length and has an average width of 1 in. All plaques show a brownish-red pigmentation and are purpuric on diascopy. Their original papular components can no longer be distinguished. In the neighbourhood of the plaques there are several irregular groups of small brownish-red lichenoid papules and some small pigmented macules (see fig. 1 ).
No other lesions of the skin or mucous membranes are present. General medical examination reveals nothing of significance. Histological report (Dr. Ian Whimster).-Epidermis: Slight hyperkeratosis throughout the section and several small patches of parakeratosis which are separated from the granular layer by normal horn. The granular layer is present throughout the section and appears normal. Slight acanthosis with prolongation of rete pegs. Dermis: Infiltration by lymphocytes and histiocytes, fairly generalized in the upper third of the dermis but only round vessels, glands and follicles in the lower layers. Many small himorrhages and some free pigment in the upper third of the dermis. Prussian blue stain confirms the presence of free blood pigment.
Comment.-Gougerot and Blum in 1929 published an account of 4 cases of a pigmented and purpuric lichenoid dermatitis which they regarded as a clinical
